Introduction
In many countries around the world, new reforms aiming to promote independence, self-determination, and self-care of older persons, and thus home care rehabilitation are Reablement service is one new reform and has been implemented in countries like UK, US, Australia, and New Zealand since year 2000. 4 Also Denmark, Sweden, and Norway have implemented reablement service. [5] [6] [7] The service is for home-dwelling older adults experiencing a decline in health and function. The main purpose of reablement is the improvement of the person's function and coping of valued meaningful activities in everyday life. [8] [9] [10] The home care personnel and health care professionals are reorganized from multiple individual health care personnel into an interdisciplinary team. 7, [11] [12] [13] The team is emphasizing the older person's practicing and coping, valued and meaningful activities and participating in society. 8, 14 Thus, the reablement intervention is tailored to the older person's goals. Accordingly, the components of the rehabilitation plan vary, as described in Table 1 . 7 A systematic review of Pettersson and Iwarsson, covering the period 2000-2014, 15 found that scientific studies of reablement describing or investigating the effects of reablement for older community-living people, is limited. However, there are several indications of positive effects on primary outcomes such as remaining living at home, improved independence in activities of daily living, and improved physical activity. They conclude that more research is needed to strengthen the evidence base regarding reablement service.
A systematic review by Tessier et al 12 concludes that there is good evidence supporting the effectiveness of reablement, particularly regarding health-related quality of life (HRQoL), costs, and service utilization. Fewer people require home care services after receiving reablement compared to those receiving usual home care services. However, though evidence was limited for maintaining the effects in the long term, it was suggested that the benefits of reablement had an effect on visits to the emergency department, risk of residential care placement, and mortality. Although reablement has the potential to be cost-effective, this is difficult to quantify considering the wide range of costs reported in the literature. However, Kjerstad and Tuntland 4 found that reablement is a more cost-effective intervention compared with usual care. The assessments of performance and satisfaction regarding daily activities were significantly higher in the reablement group compared with the control group and this was achieved at lower cost. In addition, in the post-trial period, the intervention group requested significantly fewer home visits which were, on average, of shorter duration compared with the control group.
In a systematic review by Sims-Gould et al 9 the impact of reablement, reactivation, rehabilitation, and restorative (4H) programs for older adults in receipt of home care services, were reviewed. These interventions show some promising outcomes in the home care context. They highlight the collaborative goal setting and the personalized support plans. Persons participating in a 4H program had greater improvement in their self-care, home management and mobility scores than older persons receiving the usual home care at discharge.
In the qualitative study by Birkeland et al, 10 the interdisciplinary team is characterized by interactive tasks, and 
General features
Individual features
• The rehabilitation period lasted a maximum of 3 months.
• An occupational therapist or physiotherapist conducted the COPM interview and developed the rehabilitation plan together with the participant based on the identified activity goals. Thereafter, an integrated multidisciplinary team with shared goals guided the participant throughout the rehabilitation period.
• In addition to homecare personnel-assisted training, a minimum of 1 hour of physiotherapist-and/or occupational therapist-assisted training was provided each week.
• The treatment involved repetitive training and multiple home visits from health-care personnel who were present during daily training to help the older person build confidence and relearn skills.
• All health-care personnel encouraged the participant's selfmanagement and self-training.
• Training in daily activities, such as dressing, food preparation, vacuuming, bus transport, visiting friends at a club, or being able to knit, was provided.
• Adaptations were provided, such as advice regarding appropriate assistive technology or adapting the activity itself or the environment to simplify the activity performance.
• Exercise programs were recommended, such as indoor or outdoor walking with or without walking aids, climbing stairs, transferring, and performing exercises to improve strength, balance or fine motor skills. The exercises were incorporated into daily routines, and the person was given a manual explanation each of the exercises and was encouraged to train on their own. 
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Reablement teams' roles implies high levels of communication, mutual planning, shared responsibilities, and decisions. In this collaboration it is important to trust one another, and have respect for each other's knowledge and roles in the team. 10 The study by Birkeland et al 10 illustrated that exchange of knowledge depends on each health care personnel in the reablement team being conscious of their own role and special competence. From working almost alone within one's own discipline to extensive collaboration across professions, is a great change in roles for all health care personnel in the reablement team. This implies that team members must be willing to take on a broader range of tasks than when working independently.
In a qualitative study by Hjelle et al, 7 the results highlighted the importance of reablement team members' positive attitudes toward one another, sharing knowledge and learning from each other. Moe and Brataas 16 and Pellat 17 also argue that health care professionals and home care personnel need to develop supportive structures that enable greater communication and understanding of each other's roles and competencies. The roles of occupational therapists and home care personnel in reablement teams were explicitly described in the study of Winkel et al. 18 The role of the occupational therapist was to specify activities of daily living (ADL), convey the relevant task performance problems to the patient, set goals together with the patient and the home care personnel, and plan and adjust interventions during the program. The role of the home care personnel was to support the patient in their active engagement in performing tasks and, at the same time, perform those parts of the ADL that were too difficult for the patient. The occupational therapist acted as a case manager and as a supervisor for the home care personnel in the reablement service.
Earlier research has highlighted that the transition from doing tasks for the older person to making it possible for them to perform most of the tasks themselves is a challenge to health care personnel. 8, 19 In Norway, Liaaen 20 found that role conflicts may occur when care personnel change their way of working. The health care professionals have roles as supervisors for health care personnel to encourage the older adult to practice and cope with the everyday activities themselves. In resolving this dilemma between doing activities for the older person and facilitating his self-activity, negotiations between these two roles were necessary. This is in line with Meldgaard Hansen 5 and Meldgaard Hansen and Kamp, 21 who argues that this way of working, especially for home care personnel, changes from body care and doing activities for the older person, to supporting and supervising the person as he performs the primary and instrumental activities of daily living. The supporting and supervising role also changes the career-patient role especially for home care personnel, who change from a passive to an active person-centered role. 15 Accordingly, in interdisciplinary reablement, the team members sometimes must learn to give up roles or activities they would otherwise perform themselves. Pettersson and Iwarsson 15 highlight that the specific roles of various professional and staff groups are often insufficiently described, as are the interventions as such, and there is a lack of attention to person-centered aspects such as the meaningfulness of the specific activities.
As the review above shows, empirical studies on the roles of interdisciplinary teams in reablement are sparse, and some important gaps remain. There is a gap in research describing the roles of health care professionals and the home care personnel in the context of the reablement team. Thus, the aim of the study is to explore and describe the roles of the interdisciplinary team in the reablement service in Norway.
Method Design
This study used a qualitative approach drawing on hermeneutic and phenomenological methods. These approaches are valuable to gather data from the people concerned, such as the reablement team, and how the members experience participation in the new service. 22, 23 The research method was focus group discussions and interviews to gather in-depth descriptions of the participants' experiences. Combining focus group discussion with interviews, including openended or structured questions, gives the researchers and the team members the opportunity to further explore themes or issues identified in the focus group discussions. 24, 25 The study received ethical approval from the Norwegian Social Science Data Service (project number 47026). Participation in the study was voluntary, and written informed consent was obtained prior to the focus group and the interviews.
Reablement intervention
The reablement service lasted for a maximum of 3 months for each older adult in the rural community. In the city the reablement service lasted for 4 weeks. The intervention was tailored to the older person's goals, and thus the components of the rehabilitation plan varied, as described in Table 1 .
Health care personnel in the interdisciplinary teams consisted of various health care professionals and home care personnel. Health care professionals with a bachelor's degree included occupational therapists, physiotherapists, nurses, and social educators. Home care personnel without a bachelor's degree included auxiliary nurses and caring assistants (see Table 2 ).
Participants and data collection method Focus group discussion
Health care personnel in the interdisciplinary teams participated in three focus group discussions. All the team members in the rural community and in the city (see Table 3 ) were invited and participated in the focus group discussions. Thus, the sample size was determined by the size of the teams, and altogether 27 health care personnel participated in the focus group discussions. Two focus group discussions were conducted in a rural community with approximately 15,000 inhabitants, and one focus group discussion was conducted in a city with approximately 300,000 inhabitants.
Interviews
In addition, three interviews were conducted in the city with three subgroups: 1) two occupational therapists and three physiotherapists; 2) one nurse; and 3) two auxiliary nurses (see Table 4 ). These interviews were conducted by three of the authors; KMH, OF, and OS in different rooms after the focus group discussion was finished. The participants in the interviews had also participated in the focus group discussion. The interviews were an opportunity to further outline issues discussed in the focus group. Health care professionals and home care personnel had the opportunity to express their thoughts openly without being influenced by the others. The interviews were also an opportunity to validate and deepen the data already gained and to elaborate further on the participants' reflections on the topic of the study.
The local project leader of the reablement service recruited the participants. All the participants in the reablement team in the city and in the rural community were invited and took part in the focus group discussions and the interviews. The inclusion criteria was that the participant had experience from working in the reablement service. Written informed consent was obtained from all the participants participating in the data collection method.
The interview guides
All the interview guides were prepared in advance for the focus group discussions and the interviews (see Boxes 1-4). However, new questions were elaborated according to themes coming up in the process of the focus group discussions. The co-moderator of the focus group discussion took notice of particularly interesting topics for further exploration in the interviews. Four editions of a semi-structured interview guide were developed, two for the focus group discussion in the rural community, one for the focus group discussion and one for the interviews in the city (see Boxes 1-4). The focus group discussion focused on how the health care professionals and home care personnel experienced their role in reablement. To initiate the discussion the moderator of the focus group started with general questions such as: "Please, describe and discuss your experiences of the differences and similarities of working in reablement and ordinary rehabilitation. Please, describe your roles in the reablement service."
The first author (KMH) of this paper conducted the focus group discussion in the rural community, assisted by the second (OS) and third (HA) authors. The fourth author (OF) conducted the focus group discussion in the city, however, the first (KMH) and second (OS) authors, also asked questions to further explore interesting experiences of the participants. The first author (KMH) wrote notes during the session. The focus group discussions lasted between 1 and 2 hours, were digitally recorded and later transcribed 
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Reablement teams' roles verbatim. Once all the interviews were transcribed verbatim, all the transcriptions were analyzed as a whole by all the researchers of this paper.
Data analysis
The interviews were analyzed according to phenomenological de-contextualization and recontextualization. 22, 23, 26 The authors analyzed the transcribed data separately, however, all the steps in the data analysis were discussed together to reach a consensus of the data to support the trustworthiness of the analysis. The analysis followed a four-step analysis procedure. 22, 26, 27 First, the transcripts were read and listen to many times to get an overall view of the data. We moved back and forth across all interviews looking for preliminary and emerging themes that could reflect several of the health care professionals' and home care personnel's experiences of participating in the reablement service. Next, we searched for meaning units, reflecting the participants' experiences of participating in reablement. Then, we began coding by identifying and sorting meaning units. These codings are all text fragments from the data. In this step, we examined the existing codes and added new ones with the researchers moving back and forth between the data and the codes. For example, codes such as "the role of delegating tasks," "the role as supervisor," and "the role of collaboration" emerged. During this de-contextualization phase, we reflected on the similarities and differences of each code. The final codes were based on continuous discussions by all the researchers until consensus was reached. The third step of the analysis involved the systematic abstraction of meaning units within each of the code groups that were established in the second step of the Box 1 Topics included in the focus group discussion with interdisciplinary teams in the city.
Please discuss your experiences of your role in the reablement service.
Please discuss the similarities and differences between working in reablement and working in traditional municipal rehabilitation and in traditional homecare. Please give some examples of your roles in the team.
Can you please discuss how you as health care professionals collaborate with the home care personnel?
Please discuss your experiences of working together as an interdisciplinary team. Please give some examples of your roles in the team.
Please discuss how you have supervised the home care personnel group.
Box 2 Topics included in the interview in the city.
You have now discussed your role in the reablement team. Can you please discuss further your special role as Occupational therapists, Physiotherapists, or Nurse?
Can you discuss how you, as home care personnel, collaborate with the health care professionals?
Can you discuss how you, as home care personnel, experience the supervision of the health care professionals?
Could you please discuss your experiences of supporting and supervising the older adult doing the activities themselves, as opposed to you doing the tasks for them?
As health care professionals, you supervise the home care personnel to do tasks you have done before. Please, discuss how you experience this.
Please discuss how you, as home care personnel, experience your role change from being helpers to being more like a supervisor? Box 3 Topics included in the interview guide of the focus group discussion of the health care professionals in the community.
Please discuss your experiences of participating in the reablement service.
Please discuss the similarities and differences between working in reablement and working in ordinary rehabilitation. Please give some examples of your roles in the team.
Can you discuss how you as the health care professional group collaborate with the home care personnel group?
Box 4 Topics included in the interview guide of the focus group discussion of the home care personnel in the community.
Can you discuss your experiences of participating in the reablement service?
Can you discuss how you as the home care personnel group collaborate with the health care professional group?
How do you experience being supervised by the health care professional group?
How do you collaborate with the older adults themselves?
Could you please discuss your experiences of enabling the older adults to perform the activities themselves, and how you support and supervise the older persons?
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Hjelle et al analysis. The transcripts were read systematically to identify and classify the meaning units into thematic code groups.
Finally, in the fourth step of the analysis, we developed descriptions and provided stories that reflected the wholeness of the original context. This was outlined in core themes and subthemes, and in this way the data were re-contextualized. To substantiate the core themes and subthemes, representative text elements from the transcripts are included as quotations in the reporting of the results. The research group decided to outline the core themes of each group in order to describe the different groups' experiences of their roles more clearly and directly.
Results
We found that the roles within the health care professionals were quite different from the roles of home care personnel. The results of the analyses are presented as three main themes as:
1. The health care professionals group's main role was to be consultants and advisors, consisting of: i) planning, adjusting, and conducting follow-ups to the intervention; ii) delegating tasks to the home care personnel; and iii) supervising the home care personnel. 2. The home care personnel group's main role was to be personal trainers, consisting of: i) encouraging and supporting the older adults to perform everyday activities; and ii) conveying a sense of security when older adults performed everyday activities. 3. The role of interdisciplinary collaboration was a common role for both the health care professionals and the home care personnel.
The role of consultants and advisors
The health care professionals had the professional responsibility, and thus the role of consultants was more highlighted rather than the role of professionals who treat older adults. The following sections describe the main tasks in the consultant role.
Planning, adjusting, and conducting follow-ups of the interventions
When a decision was made that the home care personnel could conduct simple exercises on their own, it was made during weekly or daily follow-ups by a health care professional. It was expressed as such:
Every week, we make a home visit to older persons to have regular contact with them, assess their development, and hold a conversation around the topic of "what are we doing now?" Then, we also get an idea of whether the quality of the exercises is good enough. We want to see it. We have a collaborative meeting and discuss the person's activity and create a plan. However, we put a minus sign on what they should not do.
While assessing whether the older person is confident enough to use the stairs, the health care professional always worked in cooperation with the home care personnel. They discussed almost daily about the older person's situation and progression in reablement. One of the health care professionals said, "Of course, I have the main responsibility for the older person's training, and I have to be sure it's safe for him to walk alone on the stairs."
Delegating tasks to the home care personnel
Health care professionals are responsible for carrying out the reablement service. However, they delegate the routine or day-to day tasks to the home care personnel, as illustrated by the following example:
As a physiotherapist, I can delegate practicing crutch walking with the older person to the home care personnel, given that I have seen that the older person can do it safely and that the home care personnel are competent.
The health care professionals performed mapping and assessments of the older person, initiated intervention, and observed home care personnel practicing with the older person. When the home care personnel performed the training in a proper manner, it indicated that they could continue with the training on their own in an established and safe way. The physiotherapist highlighted: "Then it's perfectly good that another can do it. I really want to say that. Yes, because I think we give opportunities for more crowd training." Thus, the health care professionals have the opportunity to use their professional skills together with other older people who need it. This was exemplified by the following quote:
When we have started to teach the older person to use crutches well, and they need to be safe using them, or we have adapted the activity of showering, and the older person needs to be safe in the shower, then the home care personnel can practice further with the older person, and we can move on to other older adults who need our professional expertise.
The occupational therapist said:
My competence is important in the beginning of the rehabilitation, however, I think the home care personnel manage to continue the work that has been started. The home care personnel are very good at supporting and challenging the older persons. 
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Reablement teams' roles
The health care professionals found that delegating responsibility to the home care personnel led to expanded knowledge of the roles of the others in the team. It was expressed in this way: "We have more knowledge of each other's roles. I do not think we steal knowledge from each other, however, we will be better in our professional practice." When delegating tasks, the health care professionals have a special responsibility to not develop the home care personnel into "quasi-therapists." The professionals have the knowledge that is necessary to analyze the opportunities and limitations of an activity. For example, an older person with hip problems may have restricted movement, and the physiotherapist's knowledge is necessary to assess and organize movement proposals and daily activities. The home care personnel expressed this about their responsibility when receiving delegated tasks: "All of us write a report from the daily training. If there are any questions, we will contact the professionals quite soon. It is very easy to phone them or meet them at the office, which is very important and reassuring for us." However, there are situations where the health care professionals did not leave the training to the home care personnel, as expressed in this quote: 
Supervising the home care personnel
The health care professionals supervise the home care personnel in how older adults can perform valued daily activities themselves, and if necessary with assistance. Daily meeting points for the health care professionals give opportunities for formal and informal supervising. It was expressed like this:
It is very often supervising, roughly on a daily basis. And the home care personnel are clever to share experiences with all members of the team. It is important that the supervising is spontaneous, it is not enough to say that Wednesday after 14:00 you are welcome to ask questions. Supervising must be immediate.
Here is another example of how the physiotherapists supervise the home care personnel:
An older person was coming home after staying in a rehabilitation institution. We designed a training program; walking ten minutes each day, and that was realistic for the home care personnel to follow up. Both the person himself and the home care personnel had to take responsibility.
They wrote reports and gave feedback to the professionals. Now the older person moves with a walker. Home-based nursing is still there a lot, but the older person has started to make coffee and breakfast himself. Home-based nursing is reduced from 40 to 11 hours a week.
In the focus group discussions the participants discussed how the health care professionals have to state the reasons for their assessments and intervention when they guide the home care personnel. A physiotherapist said: "I often supervise and have discussion with the home care personnel, and then I have to state the reasons for interventions to be exercised by other health care professionals than myself ".
The role of personal trainer
The role of home care personnel as personal trainers is to support the older person in performing daily training according to their own rehabilitation goals. Personal trainers discuss the rehabilitation plan with the health care professionals and what specific body function or daily activities the older person themselves are exercising or performing. The personal trainer writes reports after each training session for further discussion with the health care professionals. The role of the personal trainer includes 1) encouraging and motivating the older adults to perform activities themselves; and 2) conveying a sense of security when performing activities.
Encouraging and motivating the older adults to perform activities themselves Personal trainers expressed that they previously had a lot of responsibility, however, they were often alone with the responsibility. In reablement, they had the team's support and were offered advice and guidance in their executive training role. One personal trainer highlighted this: "Here, you have many health care professionals to support you, so you can be sure of what you do because you always have the expertise around you."
Conveying a sense of security when performing activities
When the personal trainers described some of their important tasks in collaboration with the older person, words like "to make them feel safe and support them" are used. One of the personal trainers said: "To make sure that this is fine, we repeat exercises and support them in their confidence in coping with the exercises. And then we let go more and more. Yes, there is very much uncertainty." The personal trainers felt competent in their role because they had support and supervision from the health care professionals. And they repeated the exercises many times. They acquired knowledge of what worked and did not work for the older person. A personal trainer said: "It is so important to have balance between support and challenge, it has a big impact on the results when you push in the right way and in right time."
After a functional decline, older people may be in need of security and supportive encouragement in the reablement process. For example, someone has to be present when an older person moves from the chair to the bed. One personal trainer said:
We practiced a lot with a stroke patient to cope with going to bed in a comfortable way. Then the patient told the home trainer: "Now I will try, because I've been practicing this, but only if you stand there and support me and help me if I cannot handle it." She practiced several evenings, become more and more confident. She took the responsibility herself when she was ready for it.
In reablement, the same health care professionals and personal trainers practice together with the older person. This conveys security for the person. One of the personal trainers expressed this:
The same home trainers are coming home. They trust you, and they know who you are. We see the development day by day. We arrive precisely, and all this make sense of security because there are a lot of psychological issues people are struggling with, as fear and anxiety. They are very concerned about us. They say very often that they need someone to chat with.
The role of interdisciplinary collaboration
The participants in our study, highlighted that reablement teams are working teams, or working communities. The health care professionals praised the interdisciplinary cooperation because it offered them a unique opportunity to work together toward an older person's goals, as shown by the following remark:
It is ideal to have interdisciplinary cooperation because we have this collaborative dialogue in the older person's home. Here is another statement from a personal trainer illustrating the collaborative work:
"I look forward to work every day because we are making a difference. Working closely in a team with different health care professionals is amazing. We have confidence in each other. I feel safe because I know I can ask questions at any time." The formal and informal exchange of information and discussion of the interdisciplinary team is perceived as a special professional security for the personal trainers. One of them said: "Now we have a meeting place for discussion with the professionals, which we did not have before. We can quickly contact them to discuss issues. It's a system to exchange and discuss information in the reablement team."
Personal factors, such as humility and respect for each other's knowledge and roles, influence the different roles in the interdisciplinary team. In this way, they gain new and extended knowledge about each other's professions' strengths and resources. Being humble to each other was expressed in this way: "We all have to be humble. If you think you have the right answer, you'll stumble, no matter who carries out that arrogance. We depend very much on the types of people involved in the team."
One participant in the health care professional group said respect for each other's knowledge was an enrichment in the interdisciplinary work. Here is an example of that statement:
I am a physiotherapist; however, I'm well aware that other professions and health care personnel are important in rehabilitation. In some cases, we have overlapping knowledge, and it is essential that we respect each other. We are not a threat to one another. That is a prerequisite for achieving the person's goals.
In our study, the different health care professionals and health care personnel had common roles and functions in the reablement team, however, they also had their specific roles. The reablement team was concerned about mono-disciplinary knowledge in the interdisciplinary collaboration. They argued that it is necessary for different professional groups to discuss mono-disciplinary issues. One person said, "It is simply that we are not going to be a woolly group of people who only have little knowledge about everything." Due to this worry, they regularly had mono-disciplinary meetings. The professionals also appreciate mono-disciplinary conversations as well as interdisciplinary collaboration.
Discussion
The role of consultants and advisors
The health care professionals' main role was to be consultants and advisors. Their role was to supervise and advise the health care personnel how to assist the older adult when practicing intensively prioritized activities. However, according to their professional role and responsibilities, they were conscious of which exercises required professional qualifications. Regardless, they had less direct contact with the older adults and rehabilitated them indirectly through the health care personnel.
The role of consultant consisted of planning, adjusting, conducting follow-ups to the interventions, delegating training, as well as supervising the home care personnel's tasks as personal trainers. The health care professionals argued that it was useful and rational to teach the personal trainers to continue the work that had been started. In this way, their professional competence could be expanded to other older people who need it. However, according to Kjellberg et al 28 it is important to notice the cultural differences and challenges for therapists concerning delegations and cooperation with the ordinary home care services. In ordinary rehabilitation services, the therapists perform the training exercises themselves, except for some delegations to students in clinical placement. Kjellberg et al 28 highlighted that the therapists requested courses in coaching and supervision to better handle these tasks of delegation.
The role of personal trainer -personcentered approach
The evidence from our study revealed that the health care personnel experienced part of their role as personal trainers. This includes supporting the older person in performing daily training according to their own rehabilitation goals. As Winkel et al 18 also point out, the role of the home carer is to support the participant in active engagement in the performance of tasks and at the same time perform those parts of the activities of daily living (ADL) that are too difficult for the participant. In accordance with Meldgaard Hansen and Kamp, 21 this rehabilitative practice transforms the identity of the health care personnel from carers to personal home trainers of the older persons. Health care personnel perform rehabilitative body work, in which they activate the older person's resources, potential, and capacities.
Our findings highlight how the role of the carer leads to a transformation in the role of personal trainers. Care work for the older person has traditionally been characterized by intimate contact through assistance with, for example, bathing and toileting. 5 The growing field of literature of bodywork highlights the low status, stigma, and ambivalences related to this very intimate form of labor. Despite its demanding and complex character, care work is undervalued and low-paid. 5 In our study, the personal trainers considered their new rehabilitative tasks to be very interesting and motivating by following the development of exercise-motivated older people toward greater self-reliance. They transform their The transformation from the role of carer to the role of trainer is in accordance with the study of Hjelle et al, 7 who points out the existence of a shift in the working culture of health care personnel. This shift represents a change from the perspective of viewing older persons as passive recipients, to empower them to be active recipients and use their resources. Interestingly, Meldgaard Hansen 5 and Meldgaard Hansen and Kamp 21 also argue that taking a resource and training approach to older persons may potentially lead to a more advantageous position for care workers in professional hierarchies. Undertaking training in reablement implies working according to detailed rehabilitation plans and goals and evaluating the older person's progress. From this rehabilitative perspective, the role change from care work and doing things for the older person to supporting and supervising them as they perform their valued activities of everyday life. 5 According to Pettersson and Iwarsson 15 a holistic person-centered approach minimizes the need for support and services, and supports the older adult's independence. This implies that the home care personnel's work and role as carer becomes construed as being more professional. 5, 21 Meldgaard Hansen and Kamp 21 also argue that home care workers have a transition from an identity as carers for older persons to having an identity as home trainers of the older persons.
Our results revealed that the health care personnel experienced perceived higher identity as they changed their work and roles from caring to personal trainer. Meldgaard Hansen 5 and Meldgaard Hansen and Kamp 21 also argue that rehabilitative programs are based on a perceived need for care workers to radically change their identity as carers for the older person to trainers for and in collaboration with the older person.
The role of interdisciplinary collaboration strengthens identities and competence
The findings in our study emphasize that interdisciplinary collaboration is an essential feature of the roles of all health care professionals and home care personnel in reablement. The new roles were characterized by collaboration across roles and, thus, learning from each other. In our study, the collaboration across roles was perceived as strengthening identities and increased competence. As Meldgaard Hansen and Kamp 21 point out, this implies that the health care professionals and the home care personnel have respect for each other's roles and humility for their own. This is in line with White et al, 29 who argues that it can be a challenge to see one's own and another's role in the team, and it requires that each profession share and discuss their knowledge with each other.
10, 29 Sargeant et al 30 highlight that effective collaborative health care share common goals, understand and demonstrate respect for each other's roles. However, lack of knowledge of the roles of the team members, and stereotypical views of other professionals can lead to lack of respect and limited opportunities to contribute fully as team members. Accordingly, the team-work may actually be a group of individuals working beside each other and not a team. 30 In our study, the team discussed how interdisciplinary collaboration was working well with one another and learning from each other. This was also confirmed in a qualitative study by Moe and Brataas, 16 who found that interdisciplinary collaboration in rehabilitation occurs when the equality between professions is taken seriously in terms of the integrated use of various professional skills in problem identification and rehabilitation planning. The collaboration did not weaken the professional identity but rather strengthened it. This is in line with the study by Birkeland et al, 10 who point out that the participants roles' had been dramatically changed when they started to collaborate closely with other professionals. However, although they had to share tasks with others in the team, they still had a perception that various professionals and health care personnel had different roles.
The formal and informal exchange of information and knowledge in interdisciplinary collaboration was experienced as essential for all the team members in our study. This was confirmed by Birkeland et al, 10 who argue that removing organizational barriers gives access to new knowledge and learning. This was also pointed out in a study by Hjelle et al, 7 who stated that the requirements of the system and the personal factors create dynamic cooperation and influence the new roles of the reablement team. Structural factors, such as informal and formal meetings, a low threshold for contacting each other, and discussing current challenges that have arisen in collaboration with the older person, contribute to a dynamic cross-health care professional and health care personnel collaboration. This provide opportunities for professionals and health care personnel to reflect on and evaluate the work and services provided to residents.
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Methodological considerations
Our study provides insight into interdisciplinary teams' experiences of their roles in the reablement service. When researching and developing reablement services, it is important for the voices of those involved in the rehabilitation approach to be heard. In qualitative studies, the results are evaluated on their authenticity. 26, 27 One authentic feature of this study was the fact that the participants in the focus groups represented all the health care personnel who work in the reablement service and thus provided varied perspectives on the studied phenomenon. The local reablement project leader recruited the participants, and did not participate in the focus group discussion. All participants in the focus group discussions were engaged and enthusiastic. The reason for mixing the health care professional and the home care personnel in the focus group discussions was to enable reflection and discussion from all participants in the interdisciplinary team. However, using a mixed group may have influenced the results as participants may not have shared and fully discussed their opinions and experiences. Having focus group discussions separately with the two groups may have ensured that both groups had the opportunity to talk openly and not be influenced by the other group. However, they reflected on and discussed both the positive and less positive perspectives of the reablement service.
All of the authors analyzed the transcribed data separately and together several times to gain a deeper understanding of the data and to ensure the trustworthiness of the analysis. Credibility was further established by using representative text elements from the transcripts as quotations in reporting the results. 26, 27 In the results section, the quotes were in Norwegian originally and translated into English. In the translation we are aware the words may deviate from the speaker's original words.
Conclusion and implications for practice
The health care professional group have the main responsibility for planning the reablement service in collaboration with the older person. However, they delegate the responsibility for practicing the daily rehabilitation to the personal trainers. The personal trainers' work changed from body care to encouraging and supporting the older person to perform activities himself in a secure way. This shift in role was motivating and they experienced a perceived higher professional identity. The health care professionals and home care personnel collaborated closely across roles. The collaborating team who conduct a person-centered approach is described in a few international studies, however, there is still a gap in the research. Future research could further explore and describe the specific roles of different health care personnel in the reablement service.
